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Abstract
Background: The Ugandan government recognizes mental health as a serious public health and development
concern, and has of recent implemented a number of reforms aimed at strengthening the country’s mental health
system. The aim of this study was to provide a profile of the current mental health policy, legislation and services
in Uganda.
Methods: A survey was conducted of public sector mental health policy and legislation, and service resources and
utilisation in Uganda, in the year 2005, using the World Health Organization’s Assessment Instrument for Mental
Health Systems (WHO-AIMS) Version 2.2.
Results: Uganda’s draft mental health policy encompasses many positive reforms, including decentralization and
integration of mental health services into Primary Health Care (PHC). The mental health legislation is however
outdated and offensive. Services are still significantly underfunded (with only 1% of the health expenditure going
to mental health), and skewed towards urban areas. Per 100,000 population, there were 1.83 beds in mental
hospitals, 1.4 beds in community based psychiatric inpatient units, and 0.42 beds in forensic facilities. The total
personnel working in mental health facilities were 310 (1.13 per 100,000 population). Only 0.8% of the medical
doctors and 4% of the nurses had specialized in psychiatry.
Conclusion: Although there have been important developments in Uganda’s mental health policy and services,
there remains a number of shortcomings, especially in terms of resources and service delivery. There is an urgent
need for more research on the current burden of mental disorders and the functioning of mental health programs
and services in Uganda.
Introduction
Uganda is a landlocked country located in East Africa
with an approximate geographical area of 236,040
square kilometers, of which about 15.4% is covered by
water. As of 2006, the population of Uganda was esti-
mated to be 27.4 million people, having increased from
24.2 million in 2002 at a growth rate of 3.3%. Of these,
48.6% were males and 51.4% females. An estimated
12.3% of the population were living in the urban areas
w h i l e8 7 . 7 %w e r el i v i n gi nt h er u r a la r e a s .T h el i f e
expectancy at birth for males was 50.7 and 52.7 for
females, while the literacy rate for men was 76% and
61% for women [1,2]. English is the official language
taught in schools, used in courts of law, most Newspa-
pers and radio broadcasts; while Luganda is the most
widely used native language. According to the 2002
National Population and Housing Census, the
* Correspondence: joy95h@yahoo.co.uk
2Department of Mental Health and Community Psychology, Makerere
University, Kampala, Uganda
Kigozi et al. International Journal of Mental Health Systems 2010, 4:1
http://www.ijmhs.com/content/4/1/1
© 2010 Kigozi et al; licensee BioMed Central Ltd. This is an Open Access article distributed under the terms of the Creative Commons
Attribution License (http://creativecommons.org/licenses/by/2.0), which permits unrestricted use, distribution, and reproduction in
any medium, provided the original work is properly cited.population is predominantlyC h r i s t i a n ,c o m p o s e do f :
Roman Catholics (41.9%), Protestants (35.9%), Muslims
(12.1%) and others (10.1%) [3].
Based on World Bank criteria [4], Uganda is a low-
income country. The average per capita income in
Uganda is USD 300, with 31% of the population living
below the poverty line [5]. This economic situation has
implications for mental health in Uganda, given emer-
ging evidence from low-income countries that mental
illness and poverty have a dialectical relation, reinforcing
and exacerbating each other [6-9].
The Ugandan government has recently realized that
mental health is a serious public health and develop-
ment issue. Consequently, the Ugandan mental health
program was initiated in 1996, and subsequently
strengthened by the launch of the National Policy and
Health Sector Strategic Plan in 1999/2000. Mental
health is now included as one of twelve components of
the National Minimum Health Care Package, to be pro-
vided at all levels of care [10,11].
Despite the reforms and subsequent improvement of
mental health services, Uganda’s mental health system
still faces a number of shortcomings. The current Men-
tal Health Act, last revised in 1964, is outdated and
offensive [12]. Furthermore, there is a general lack of
trained human resources and a scarcity of funding, with
no special provisions for mental health funding in the
draft mental health policy [13].
This report is on the public sector mental health sys-
tem in Uganda, and provides a comprehensive overview
of the current mental health policy, legislation and ser-
vices in Uganda. The paper presents the quantitative
results of a situation analysis of the mental health sys-
tem in Uganda, which was conducted as part of the first
phase of the Mental Health and Poverty Project
(MHaPP). The MHaPP, which is being conducted in
four African countries: Ghana, South Africa, Uganda
and Zambia, aims to investigate the policy level inter-
ventions required to break the vicious cycle of human
poverty and mental ill-health, in order to generate les-
sons for a range of low- and middle-income countries
[6].
Methods
An assessment of the mental health system in Uganda in
the year 2005 was conducted using the World Health
Organization’s Assessment Instrument for Mental
Health Systems (WHO-AIMS) Version 2.2 [14]. The
WHO-AIMS tool has been developed to assess key
components of a mental health system, thereby provid-
ing essential information to strengthen mental health
systems. The instrument was developed following the
publication of the World Health Report 2001 [15],
which focused on mental health and covers the 10
recommendations made in this report. It consists of 6
domains 28 facets and 156 items. The 6 domains are
interdependent, conceptually interlinked, and somewhat
overlapping. The domains include:
￿ Domain 1: Policy and legislative framework
￿ Domain 2: Mental health services
￿ Domain 3: Mental health in primary care
￿ Domain 4: Human resources
￿ Domain 5: Public education and links with other
sectors
￿ Domain 6: Monitoring and research.
Shorter questionnaires seeking specific information
were generated directly from the 156 items in the
WHO-AIMS document. These shorter questionnaires
were distributed to specific resourceful persons believed
to have the required information, by virtue of their posi-
tions. The respondents were from the following institu-
tions:
￿ Mental health division, Ministry of Health
headquarters
￿ Department of psychiatry, Makerere University
Medical School
￿ Makerere University Institute of Psychology
￿ Mental Health professionals and the records office
at the National Mental Hospital
￿ Uganda Nurses and Midwives Council
￿ Mental Health non-government organizations
(NGOs) and User associations
The purpose of the study was to document all public
sector mental health service provision in Uganda. Pri-
vate-for-profit services were not included as they only
provide services for a minority of the population, and
are seldom utilised by those who live in conditions of
poverty [16].
Data were collected in 2006, based on the calendar
year 2005. The data were entered into the excel data
entry programme where numeric data were aggregated.
Descriptive statistical analyses of relevant items were
conducted. Permission to conduct this study was
obtained from the National Council for Research, and
the Director General of Health Services
Results
Mental health policy and plans
The mental health programme at the Ugandan Ministry
of Health was initiated in 1996, for coordination of
mental health services in the country. Existence of a
public health and primary health care framework for the
achievement of the health care goals facilitated the
inclusion and integration of mental health into Primary
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reforms and plans, a draft mental health policy was
developed in 2000, and still remained a draft by the year
2006. The following WHO-AIMS items/components are
addressed in this draft mental health policy:
￿ Developing community mental health services
￿ Decentralization of mental health services
￿ Integration of mental health services into Primary
Health Care.
￿ Human resources
￿ Involvement of users and families
￿ Advocacy, education and promotion of mental
health
￿ Human rights protection of users
￿ Equity of access to mental health services across
different groups
￿ A monitoring system
The WHO-AIMS items/components not addressed in
this draft mental health policy are:
￿ Financing for mental health activities
￿ Quality improvement
￿ The relationship between mental illness and
poverty
￿ The role of allied health service providers such as
psychologists and social workers
￿ Provision for welfare benefits for people with men-
tal illness
￿ Research and policy evaluation
￿ Child and adolescent mental health issues are
mentioned, but not strongly addressed.
￿ Issues of conflict and mental health
Despites these gaps the draft policy has informed ser-
vice reforms within the country, which have made sig-
nificant strides towards strengthening mental health
services in the country. These include decentralization
of mental health services; integration of mental health
into PHC up to the community level, construction of
mental health inpatient units within the Regional Refer-
ral Hospitals; training of staff at all levels (pre-service
and in-service training) and the involvement of other
players such as Civil Society Organizations, Traditional
healers, and other relevant sectors.
There was however no comprehensive mental health
plan, although mental health was a key component of
the Health Sector Strategic Plan. The programme had
no disaster preparedness plan for mental health. How-
ever, one of the core interventions in the Health Sector
Strategic Plan was addressing mental health in conflict
situations.
Legislation and Human rights protection
The mental health system operates on an outdated men-
tal health law that was last revised in 1964. The legisla-
tion focuses on custodial care of mentally ill persons
and is not in accordance with contemporary interna-
tional human rights standards regarding mental health
care. This obsolete legislation was found to have a num-
ber of shortcomings such as failure to distinguish volun-
tary and involuntary care, inadequate protection and
promotion of the human rights of people with mental
illness and the presence of derogatory and stigmatizing
language; and was thus not in line with the draft mental
health policy as well as current trends in mental health
care.
Furthermore, there were no legislative provisions to
provide support for users in the following areas:
￿ a legal obligation for employers to hire a certain
percentage of employees that are mentally disabled
￿ provisions concerning protection from discrimina-
tion at work (dismissal, lower wages etc) solely on
account of mental disorder; and
￿ financial provision concerning protection from dis-
crimination in allocation of housing and subsidized
housing schemes for people with severe mental
disorder
There was no national or regional human rights
review body for assessing the human rights protection
of users in mental health services. Neither the mental
hospital nor in-patient psychiatric units in the general
hospitals had arrangements for review of protection of
patients’ human rights protection. Similarly, neither the
mental hospital nor any psychiatric units had specific
trainings, meetings or any other type of working ses-
sions on human rights protection of patients. However,
some of the health workers had had some general train-
ing on human rights issues among the mentally ill as
part of their overall training.
Financing of mental health services
About 1% of expenditure by the government health
department was directed towards mental health in pri-
mary care. However, as part of the integrated health ser-
vice delivery, other aspects of mental health were funded
within the general health budget as well. Furthermore,
under donor support to the government, the health sec-
tor’s financing was at the time supplemented by funding
from the African Development Bank (ADB), with nearly
45% of the support going to mental health. This raised
the expenditure on mental health to approximately 4%
of health care expenditure. Of all the mental health
expenditures, 55% was directed towards the National
Mental Hospital (Figure 1).
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to essential psychotropic medicines. This is based on the
f a c tt h a tm e d i c a t i o ni sp r o v i d e da tn oc o s ti na l lp u b l i c
health facilities. For those who pay out of pocket, 37%
of the daily minimum wage was needed to pay for one
day’s dose of antipsychotic medication while 7% of daily
t h ew a g ew a sn e e d e dt op a yf o ro n ed a y ’sd o s eo fa n t i -
depressant medication. Mental disorders were not cov-
ered in the social insurance schemes, but were listed in
the proposed National Health Insurance Scheme.
Mental health services
Organization of mental health services
There was an office for coordination of mental health
services at the Ministry of Health headquarters, occu-
pied by a Principal Medical Officer. The main roles for
the office included policy development, resource mobili-
sation, planning and coordination, as well as monitoring
and quality assessment of the mental health services in
the country. Mental health services to communities
were organized on the basis of catchment/service areas
at Regional and District levels. The only national mental
hospital also offered general health services at the out-
patient’s facility to the population in the neighbourhood
within a radius of 10 Kilometres.
Mental health outpatient facilities
There were 28 outpatient mental health facilities avail-
able in the country, with none having a special clinic for
children and adolescents only. The number of users per
100,000 general population treated by these facilities
could not be established. However, they treated a total
of approximately 13,710 new users in 2005. Of all the
new users treated, 40% were females, while 16% were
children and adolescents. The majority of users treated
in outpatient facilities were diagnosed with mood disor-
ders and epilepsy, although reliable data on the diag-
noses per disorder were not available. The average
number of contacts per user could not be established.
Fifty four percent of the outpatient facilities provided
follow-up care in the community and conducted out-
reach clinics whenever they had funds, although this
was not a routine practice. Only a few of the users (1-
20%) had received one or more psychosocial interven-
tions during the previous year. Fifty seven percent of the
mental health outpatient facilities had at last one psy-
chotropic drug of each therapeutic class (anti-psychotic,
antidepressant, mood stabilizer, anxiolytics, and antiepi-
leptic medicines) available in the facility or a near-by
pharmacy all year round.
Day treatment facilities
There was only one day treatment facility available in
the country. This facility treated 175 users. Of all users
treated in day treatment facilities, 49% were females and
36% are children or adolescents.
Community-based psychiatric inpatient units
There were 27 community-based psychiatric inpatient
units available in the country with a total of 382 beds
(1.4 per 100,000 population). These facilities are the psy-
chiatric units in all hospitals other than the National
Mental Hospital. Fifteen percent of these beds were
reserved for children and adolescents. Aggregated infor-
mation on admissions and diagnoses in these units was
not available. One to twenty percent of patients in com-
munity-based psychiatric inpatient units received one or
more psychosocial interventions in the previous year.
Thirty seven percent of community-based psychiatric
inpatient units had at least one psychotropic medicine
of each therapeutic class (anti-psychotic, antidepressant,
mood stabilizer, anxiolytic, and antiepileptic medicines)
available in the facility. There are no community resi-
dential facilities available in the country.
Mental hospitals
The only mental hospital in the country had both inpa-
tient and outpatient facilities. The hospital had a total of
500 beds (1.83 beds per 100,000 population), the num-
ber having increased by 11% in the previous 5 years. No
beds in the mental hospital had been reserved specifi-
cally for children and adolescents. Of all the patients
treated in the mental hospital, 41% were females and
16% children and adolescents. No reliable data on diag-
nostic groups was available. However, anecdotal data
indicated that the patients admitted to the mental hospi-
tal were of two main diagnostic groups: mood disorders
and epilepsy. The hospital had a bed occupancy rate of
100%. The average number of days spent in the mental
hospital could not be established. However, almost all
patients spent less than a year in the hospital except for
Figure 1 National expenditure towards mental health.
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escape from hospital was still common; and this partly
made it hard to determine the accurate number of days
spent in the mental hospital. The number of patients
physically restrained or secluded could not be estab-
lished. Less than half of the patients in mental hospital
had received psychosocial interventions in the previous
year. The mental hospital had at least one psychotropic
medicine of each therapeutic category (antipsychotic,
antidepressant, mood stabilizer, anxiolytic and antiepi-
leptic medicines) available all year long.
Forensic and other residential facilities
The mental hospital also had a forensic inpatient unit
with a bed capacity of 116 beds (0.42 beds per 100,000
general population). However, only about 10% of the
beds in this unit were occupied by the mentally-ill
offenders. This category was of long-stay patients, with
some who had spent more than 5 years in the unit.
There were 7 other non-public residential facilities, 4 of
these for children and adolescents with mental retarda-
tion while 3 were for people with alcohol and substance
use problems. There were a total of 120 beds for youths
aged 17 years and below with mental retardation and 30
beds for people with substance abuse problems.
Distribution of services
Sixty two percent (62.4%) of the psychiatric beds in the
country were located in or near the largest city; a distri-
bution pattern that limits access for rural users. On
average, there was a substantial difference between gov-
ernment-administered and private for-profit mental
health care facilities in terms of the average time for an
outpatient consultation with a psychiatrist and average
number of beds per nurse in the facility. Inequity of
access to mental health services for other minority users
(e.g., linguistic, ethnic, religious minorities) was not an
issue in the country.
The biggest challenge in determining the number of
users treated per facility, diagnoses and other informa-
tion was the fact that for the few facilities where infor-
mation was available, the information was based on the
number of attendances and not specific patients. The
percentage of users for children and/or adolescents var-
ied substantially from facility to facility. The proportion
of child users was highest in the day treatment facility
and lowest in mental hospital. Psychotropic medication
was mostly widely available in the mental hospital.
Mental health in primary health care
There were both physician based and non-physician
based primary health care (PHC) clinics in the country.
For physician-based PHC clinics, a few (1-20%) had
assessment and treatment protocols for key mental
health conditions available, just like the non-physician-
based primary health care clinics. The majority (51-80%)
of physician-based primary health care doctors and the
non-physician based primary health care clinics made at
least one referral per month to a mental health profes-
sional on average. Only a few of the PHC doctors had
interacted with a mental health professional at least
once in the previous year. A few (1-20%) of physician-
based PHC facilities have had interaction with a compli-
mentary/alternative/traditional practitioner, in compari-
son to none of the non-physician based PHC clinics,
and a few (1-20%) of the mental health facilities.
While doctors, clinical officers and nurses were
allowed to prescribe and/or to continue prescription of
psychotropic medicines with restrictions, other PHC
workers were not allowed to prescribe psychotropic
medications. For example clinical officers and nurses in
Primary Health Care cannot initiate a prescription but
can continue a prescription or they can initiate a pre-
scription only in emergencies. In contrast, psychiatrists,
medical officers and psychiatric clinical officers were
allowed to prescribe psychotropic medications without
restrictions. As regards the availability of psychotropic
medications, only some of the physician based PHC
clinics (21-50%) had at least one psychotropic medicine
of each therapeutic category (anti-depressant, antipsy-
chotic, mood stabilizer, anxiolytic and anti-epileptic) in
comparison to a few (1-20%) of the non-physician based
PHC clinics.
About ten percent of the training for medical doctors
was devoted to mental health, in comparison to 3% for
General Nurses. In terms of refresher training, the pro-
portion of primary health care staff with at least two
days of refresher training in mental health could not be
established.
Information systems in mental health services
There was a formally defined list of specific data items
that ought to be collected by all mental health facilities.
The extent of data collection was variable among the
mental health facilities, though many of the facilities
were not collecting the expected data. Both mental hos-
pital and community based psychiatric inpatient units
collected and compiled data though there were gaps. Of
the data that the mental hospital collected and com-
piled, only data on number of beds were reliable. Mental
heath data were published by the government health
department in an annual performance report. All the
mental health facilities routinely reported and trans-
mitted data to the government health department, with
the lower facilities doing this through their supervising
levels.
Human resources
The total number of human resources working in men-
tal health facilities or private practice per 100,000 popu-
lation was 1.13, with each category as follows: 0.08
psychiatrists; 0.04 other medical doctors; 0.78 nurses;
0.01 psychologists; 0.01 social workers; 0.01 occupational
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including other health care workers such as auxiliary
staff, non-doctor PHC workers and health assistants.
Five Percent of the psychiatrists worked for only govern-
ment administered facilities, 5% for only NGOs/for
profit mental health facilities/private practice; while 90%
worked for both sectors. Accurate data on distribution
of the other professionals was not readily available. All
the professionals worked for both in and outpatient
facilities. Fourteen psychiatrists worked in community
based psychiatric inpatient units and 8 in the mental
hospital. The 8 other medical doctors mentioned, who
are non-mental health specialists all worked in the men-
tal hospital. Sixty two mental health nurses worked in
community based psychiatric inpatient units, while 153
work in the mental hospital. Three of the psychosocial
staff worked in the community based psychiatric inpati-
ent facilities and the other 3 in the mental hospital.
Only 0.8% of all the medical doctors and 4% of all the
nurses in the country were specialists in psychiatry.
As for human resources in mental health facilities,
there were 0.04 psychiatrists per bed in community
based psychiatric inpatient units in comparison to 0.02
psychiatrists per bed in mental hospitals. There were
0.16 nurses per bed in community based psychiatric
inpatient units as compared to 0.31 nurses per bed in
the mental hospital. Accurate data for other mental
health staff were not readily available. The distribution
of human resources between the urban and rural areas
was disproportionate. The density of psychiatrists in or
around the largest city was 11 times greater than the
density of psychiatrists in the entire country. The den-
sity of nurses was 13.4 times greater in the largest city
than the entire country (Figure 2).
The number of professionals who had graduated the
previous year in academic and educational institutions
was as follows: 162 general medical doctors, 4 psychia-
trists, 13 psychologists with at least 1 year training in
mental health care, 10 occupational therapists with at
least 1 year training in mental health care. The number
of general nurses and that of social workers with at least
1 year training in mental health care could not be estab-
lished. However, there were 1,491 nurses who registered
with the nurses and midwives council that year. None of
the psychiatrists emigrated to other countries within 5
years of completion of their training. The accurate num-
ber of mental health care staff with at least 2 days of
refresher training in the rational use of drugs, psychoso-
cial interventions and child and adolescent issues was
not readily available.
Consumer and family associations
There were 2,225 users/consumers who were members
of user associations. However, the numbers of families
who were members of family associations was unknown.
Furthermore, there was no arrangement by government
to provide financial support to user associations for
mental health initiatives. Consumer associations had
been involved in formulation and implementation of the
mental health policy and plan to some extent; but not
the legislation. Similarly, there were 4 NGOs involved in
mental health initiatives, and these had been involved in
the mental health development exercise. Very few men-
tal health facilities interacted with consumer/user
associations.
Public education and awareness campaigns on mental
health
The Principal Medical Officer in charge of mental health
at the Ministry of Health oversees public education and
awareness campaigns on mental health and mental dis-
orders. Government agencies, NGOs, professional asso-
ciations and international agencies had promoted public
education and awareness campaigns in the previous 5
years. The campaigns had targeted the general popula-
tion, children, adolescents, women, and trauma survi-
vors. In addition, there had been public education and
awareness campaigns targeting professional groups
including: health care providers (conventional, modern,
allopathic, complementary/alternative/traditional
Figure 2 Average number of staff per bed.
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other professional groups linked to the health sector.
Mental health links with other sectors
There were formal collaborations between the govern-
ment department responsible for mental health and the
departments/agencies responsible for primary health
care/community health, HIV/AIDS, reproductive health,
child and adolescent health, substance abuse, child pro-
tection and education. As regards support for child and
adolescent mental health, information on the proportion
of primary and secondary schools that hade either a
part-time or full time mental health professionals was
not available. The number of primary and secondary
schools with school based activities to promote mental
health and prevent mental disorders was unknown. The
percentage of prisoners with psychosis was greater than
15% while that with mental retardation was unknown.
Only a few (1-20%) of the police officers, judges and
lawyers had received training in mental health in the
previous 5 years. There was no mental health facility
where users had access to programs that provide outside
employment and there were no patients reported to
have received social welfare benefits for their mental
disability.
Mental health research
Only about 2% of all the health publications in Uganda
during the previous 5 years were on mental health.
Research had focused on some areas including epide-
miological studies in community samples and clinical
samples, non-epidemiological clinical/questionnaires
assessments of mental disorders, services research and
psychosocial/psychotherapeutic interventions. It was
noted that the ministry of health recognizes the impor-
tance of research to provide evidence-based practice
although it is not well funded.
Discussion
The findings of this study reveal significant success
amidst a number of challenges facing Uganda’sm e n t a l
health system. On the one hand, mental health is one of
the priority areas within the Ministry of Health’s strate-
gic plan, and one of the components of the National
Minimum Health Care Package. Furthermore, situated
within a public health and primary health care frame-
work, there is a draft mental health policy in place. Such
developments suggest significant advancement of the
mental health system as compared to many other low
and middle-income countries. The WHO estimates that
over 40% of developing countries do not have a mental
health policy and over 30% have no mental health pro-
grammes [17]. Furthermore, guided by this draft policy,
a number of reforms have been initiated, which have
significantly strengthened the mental health services in
the country. These include decentralization of mental
health services; integration of mental health into Pri-
mary Health Care, establishment of mental health inpa-
tient units within the Region a lR e f e r r a lH o s p i t a l s ;
training of general health workers in mental health (pre-
service and in-service training) and the involvement of
other players such as Civil Society Organizations, Tradi-
tional healers, and other relevant sectors. In particular,
Uganda’s efforts towards decentralizing mental health
services have been met with much success, compared to
many other African countries where efforts have been
poor or even non-existent [18-21].
On the other hand, there are a number of challenges.
Firstly, the progressive mental health care policy is
undermined by the outdated and offensive mental health
legislation, which fails to protect and promote the
human rights of people with mental disorders. Uganda
is part of the 15% of countries which have mental health
legislations dating back to the pre-1960s [15]. Mental
health legislation is necessary for protecting the rights of
people with mental disorders, who are a very vulnerable
section of society. The widespread abuse that people
suffering from mental disorders frequently experience in
Uganda, such as violence, stigma, and employment
exploitation, appears to be at least partially symptomatic
of the absence of an adequate mental health law [22,23].
Secondly, mental health is still significantly under-
funded, with only about 1% of health care expenditures
by the government directed towards mental health. Con-
sequently, like many other African countries the mental
health care sector relies heavily on donor-funding [24].
Although the level of financing generated through this
mechanism appears to be relatively high in Uganda,
there are many dangers involved with an over-reliance
on donor-funding, including its unreliable, unsustainable
and sporadic nature [24], as well as the frequently
attached conditionalities [25]. In addition, 55% of the
funds that are dedicated to mental health are directed
towards the National Mental Hospital, resulting in a
continued over-reliance on hospital-based, institutiona-
lized care. This ultimately, hinders steps towards inte-
gration of mental health care into the PHC at lower
levels of care. This is clearly reflected in the fact that
the predominant form of inpatient mental health service
provision continues to be based in mental hospitals,
with for example, no beds available in community resi-
dential facilities.
Thirdly, there is widespread inequality between urban
and rural areas in the resources available for mental
health care, including staffing and inpatient beds. Like
in many other low-income African countries, the avail-
ability of psychiatric care is significantly skewed in
favour of the urban city centres, with an inequitable
geographical spread of services [26,27]. For example, the
results revealed that 62.4% of the psychiatric beds in the
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pala, with limited access for rural users. The situation is
further complicated by a striking absence of reliable,
routinely collected data that can be used to plan for ser-
vices and redress current inequalities.
Finally, there is an absence of specialised child and
adolescent mental health services in place, with children
and adolescents being treated in the same facilities as
adults; a common problem in most developing countries
[28]. This is despite the fact that children and adoles-
cents constitute over 50% of the country’sp o p u l a t i o n
[2], and 16% of all new users of mental health outpatient
facilities were children and adolescents. The lack of
attention afforded to child and adolescent mental health
is somewhat surprising, given that the mental health
needs of children and adolescents are specifically men-
tioned in Uganda’s draft mental health policy [29].
Furthermore, the Ugandan government has signed and
ratified the Convention on the Rights of the Child,
which obliges the government to ensure the maximum
possible development and best health care for children
[30].
This study underscores the need for further research
on mental health in Uganda. As indicated by the results
from this study, only 2 - 4% of all health publications in
Uganda were on mental health. More research is needed
to explore the current burden of mental disorders and
evaluate the development and functioning of mental
health programs and services. This information can then
serve as a basis for increased advocacy strategies and
investment in mental health.
Conclusion
Compared to many other low-income African countries,
Uganda’s mental health care sector has made significant
strides forward. The formulation of a new progressive
mental health policy, and the implementation of numer-
ous service reforms within the country are testimony to
Uganda’s increased commitment to meeting the health
care needs of the country.
Despite these reforms, and the consequent strengthen-
ing and improvement of mental health services, Ugan-
da’s mental health system still possesses a number of
shortcomings. In this light, a number of policy and ser-
vice development initiatives are required. Firstly, there is
a need for stronger national leadership to finalize and
enact the current draft mental health policy. The policy
should also better address the mental health care needs
of children and adolescents. Secondly, there is a need to
review the outdated mental health legislation to bring it
up to date with current International Standards. The
law should provide a legal framework for protecting the
rights of the mentally ill, and addressing critical issues
such as the community integration of persons with
mental disorders, the provision of care of high quality,
the improvement of access to care, the protection of
civil rights and the protection and promotion of rights
in other critical areas such as housing, education and
employment [31]. Thirdly, a nationally agreed minimum
data set needs to be put in place and an information
system established, in order to consistently monitor
mental health service delivery district and national
levels.
Limitations of the study
The main limitation of this study was that some infor-
mation could not be collected by the WHO-AIMS, due
to the absence of reliable sources.
Acknowledgements
This paper reports on the findings from the first phase of the Mental Health
and Poverty Project (MHaPP). MHaPP is a Research Programme Consortium
(RPC) funded by the UK Department for International Development (DfID)
(RPC HD6 2005-2010) for the benefit of developing countries. RPC members
among others include Alan J. Flisher (Director) and Crick Lund (Co-ordinator)
(University of Cape Town, Republic of South Africa (RSA)); Therese Agossou,
Natalie Drew, Edwige Faydi and Michelle Funk (World Health Organization);
Arvin Bhana (Human Sciences Research Council, RSA); Victor Doku (Kintampo
Health Research Centre, Ghana); Andrew Green and Mayeh Omar (University
of Leeds, UK); Fred Kigozi (Butabika Hospital, Uganda); Martin Knapp
(University of London, UK); John Mayeya (Ministry of Health, Zambia); Eva N
Mulutsi (Department of Health, RSA); Sheila Zaramba Ndyanabangi (Ministry
of Health, Uganda); Angela Ofori-Atta (University of Ghana); Akwasi Osei
(Ghana Health Service); and Inge Petersen (University of KwaZulu-Natal, RSA).
We thank the British Department for International Development (DfID) for
funding this work. We thank all the consortium partners, especially WHO-
Geneva, for their contribution during data analysis. Furthermore, we thank
the Mental Health coordination office and the entire Ministry of Health in
Uganda for the support to this study. We also thank all the stakeholders
from various sectors who availed us with the required data. The views
expressed are not necessarily those of DfID.
Author details
1Butabika National Referral and Teaching Mental Hospital, Kampala, Uganda.
2Department of Mental Health and Community Psychology, Makerere
University, Kampala, Uganda.
3Department of Psychiatry and Mental Health,
University of Cape Town, South Africa.
4Mental Health Department, Ministry
of Health Headquarters, Kampala, Uganda.
Authors’ contributions
FK is the Principal Investigator. He participated in the design of the study
and data analysis. He is the lead author and has done most of the editorial
work of this paper. SJ is the Research Officer on the project. He collected
and analyzed data, with input from other colleagues working on the project.
He is the corresponding author. DK is a Research Assistant. She was involved
in the data collection and analysis; and has contributed in the alignment of
the paper. SC is another Research Officer. She conceived the idea of this
paper and did the literature search for the background information and
sequence of the paper. She has also played an editorial role. SN is a co-
investigator on the project. She was greatly involved in the analysis of the
data and has also edited the initial drafts of the paper. The listed MHaPP
group members conceived this study and were jointly involved in designing
the data collection and analysis methods. All authors read and approved the
final manuscript.
Authors’ information
FK is a Senior Consultant Psychiatrist and Executive Director of Butabika
National Referral Mental Hospital, Uganda. He is the Ugandan Principal
Investigator on the Mental Health and Poverty Project. He is also the
Kigozi et al. International Journal of Mental Health Systems 2010, 4:1
http://www.ijmhs.com/content/4/1/1
Page 8 of 9President Uganda Psychiatric Association, and formerly WPA zone 14 (East
and Southern Africa) Representative.
JS is a Clinical Psychologist and is currently a Research Officer on the Mental
Health and Poverty Project. He is also a part-time Assistant Lecturer in the
Department of Mental Health and Community Psychology, Makerere
University.
DK is a Senior Clinical Psychologist at Butabika National Referral Mental
Hospital, Uganda. She is currently pursuing Doctoral studies at Norwegian
University of Science and Technology.
SC is a Research Officer in the Mental Health and Poverty Project,
Department of Psychiatry and Mental Health, University of Cape Town,
South Africa. He holds a Masters degree in Public Health from the same
University.
SN is a Public Health Specialist and the Principal Medical Officer in charge of
mental health at the Ministry of Health headquarters in Uganda.
The Mental Health and Poverty Project (MHaPP) is a Research Programme
Consortium (RPC) funded by the UK Department for International
Development (DfID)(RPC HD6 2005-2010).
Competing interests
The authors declare that they have no competing interests.
Received: 19 November 2009
Accepted: 20 January 2010 Published: 20 January 2010
References
1. State of Uganda Population Report 2006: Linking Population, Energy and
Environment: a critical pathway to poverty eradication and sustainable
development. United Nations Population Fund. Kampala 2006.
2. State of Uganda Population Report 2007: Planned Urbanization for
Uganda’s Growing Population. United Nations Population Fund. Kampala
2007.
3. Uganda National Household Survey 2005/06: Report on the
Socioeconomic Module. Uganda Bureau of Statistics. Kampala 2006.
4. World Development Report 2007: Development and the next generation.
World Bank, Washington DC 2007.
5. Poverty Eradication Action Plan 2005/6 - 2007/8. Ministry of Finance,
Planning and Economic Development. Kampala, Uganda 2004.
6. Flisher AJ, Lund C, Funk M, Banda M, Bhana A, Doku V, Drew N, Kigozi FN,
Knapp M, Omar M, Petersen I, Green A: Mental health policy development
and implementation in four African countries. Journal of Health
Psychology 2007, 12:505-516.
7. Lund C, Breen A, Flisher AJ, Swartz L, Joska J, Corrigall J, et al: Mental
health and poverty: A systematic review of the research in low and
middle income countries. The Journal of Mental Health Policy and
Economics 2007, 10(Supplement 1):S26-S27.
8. Saraceno B, Levav I, Kohn R: The public mental health significance of
research on socio-economic factors in schizophrenia and major
depression. World Psychiatry 2005, 4:181-185.
9. Patel V, Kleinman A: Poverty and common mental disorders in
developing countries. Bulletin of World Health Organization 2003,
81:609-615.
10. Health Sector Strategic Plan I. Ministry of Health. Kampala, Uganda 2000.
11. Health Sector Strategic Plan II. Ministry of Health. Kampala, Uganda 2005.
12. Flisher AJ, Lund C: The mental health and poverty project: Some
preliminary findings. Mental Health Reforms 2009, 1:11-13.
13. Ndyanabangi S, Basangwa D, Lutakome J, Mubiru C: Uganda mental
health country profile. International Review of Psychiatry 2004, 16(1-
2):54-62.
14. World Health Organization: World Health Organization Assessment Instrument
for Mental Health Systems Geneva: World Health Organization 2005.
15. World Health Organization: The World Health Report 2001 - Mental
Health: new understanding, new hope. Geneva: World Health
Organization 2001.
16. Lund C, Kleintjes S, Kakuma R, Flisher AJ, the MHaPP Research Programme
Consortium: Public sector mental health systems in South Africa: inter-
provincial comparisons and policy implications. Social Psychiatry and
Psychiatric Epidemiology 2009http://www.springerlink.com/content/
r57gv1238g367155/.
17. World Health Organization: Mental Health Atlas. Geneva: World Health
Organization 2005.
18. Bossert TJ, Beauvais JC: Decentralization of health systems in Ghana,
Zambia, Uganda and Philippines: a comparative analysis of decision
space. Health Policy and Planning 2002, 17(1):14-31.
19. Horton R: Launching a new movement for mental health. Lancet 2007,
370:806.
20. Jacob KS, Sharan P, Mirza I, Garrido-Cumbrera M, Seedat S, Mari JJ,
Sreenivas V, Saxena S: Mental health systems in countries: Where are we
now?. The Lancet 2007, 370:1061-1077.
21. Knapp M, Funk M, Curran C, Prince M, Grigg M, McDaid D: Economic
barriers to better mental health practice and policy. Health Policy and
Planning 2006, 21(3):157-170.
22. Basic Needs Uganda: Social Stigma and Mental Health in Uganda Kampala:
Basic Needs U.K in Uganda 2005.
23. Ssanyu R: Mental Illness and Exclusion: Putting Mental Health on the
Development Agenda in Uganda. Policy brief 2, Kampala, Uganda: Chronic
Poverty Research Centre http://www.chronicpoverty.org/uploads/
publication_files/CPRC-UG_PB_2007-2.pdf.
24. McIntyre D, Gilson L: Equitable health care financing and poverty challenges
in the African context Paper Presented to Forum 9, Global Forum for Health
Research, Mumbai 2005.
25. Beattie A, Doherty J, Gilson L, Lambo E, Shaw P: Implementing Health
Financing Reforms in Southern Africa. Sustainable health care financing in
Southern Africa Washington DC: World BankBeattie A, Doherty J, Gilson L,
Lambo E, Shaw P 1998.
26. Kohn R, Saxena S, Levav , Saraceno B: The treatment gap in mental health
care. Bulletin of the World Health Organization 2004, 82:858-866.
27. Saxena S, Thornicroft G, Knapp M, Whiteford HA: Resources for mental
health: scarcity, inequity and inefficiency. Lancet 2007, 370:878-889.
28. Patel V, Flisher AJ, Hetrick S, McGorry P: Mental Health of Young People: a
global public-health challenge. Lancet 2007, 369(9569):1251-1252.
29. Kleintjes S, Lund C, Flisher AJ: A situational analysis of child and
adolescent mental health services in Ghana, Uganda, South Africa and
Zambia. African Journal of Psychiatry .
30. Convention on the Rights of the Child. 1995http://www.unicef.org/crc/
files/Rights_overview.pdf, [Retrieved on 1 September, 2008].
31. World Health Organization: Mental health legislation human rights
(Mental health policy and service guidance package). Geneva: World
Health Organization 2003.
doi:10.1186/1752-4458-4-1
Cite this article as: Kigozi et al.: An overview of Uganda’s mental health
care system: results from an assessment using the world health
organization’s assessment instrument for mental health systems (WHO-
AIMS). International Journal of Mental Health Systems 2010 4:1.
Submit your next manuscript to BioMed Central
and take full advantage of: 
• Convenient online submission
• Thorough peer review
• No space constraints or color ﬁgure charges
• Immediate publication on acceptance
• Inclusion in PubMed, CAS, Scopus and Google Scholar
• Research which is freely available for redistribution
Submit your manuscript at 
www.biomedcentral.com/submit
Kigozi et al. International Journal of Mental Health Systems 2010, 4:1
http://www.ijmhs.com/content/4/1/1
Page 9 of 9